TRANSACTIONS OF THE NEW YORK SURGI¬ 
CAL SOCIETY. 


Stated Sleeting , November 23, 1892. 

The President, Arpad G. Gerster, M. D., in the Chair. 


CANCER OF THE SIGMOID FLEXURE ; EXCISION WITH 

COLOSTOMY. 

Dr. Fred. Lance presented a specimen of carcinoma of the 
sigmoid flexure of the colon, together with the patient from whom it 
had been removed. This patient was a man, fifty-two years of age, 
whose health had been good until within nine months before being 
submitted to operation. At that time digestive troubles commenced, 
with occasional pain in the abdomen and a strong tendency to con¬ 
stipation. This gradually became more marked, until in the winter 
of 1892 he became unable to have a passage more than once a week 
without a high injection. He was first seen by Dr. Lange in the 
latter part of March of the present year, when a thorough exami¬ 
nation under ether, revealed a movable swelling in the left side of the 
pelvis, which, in the light of the history, was believed to be a malignant 
growth. Upon opening the abdominal cavity by an incision in the 
left inguinal region, a growth was revealed which involved the lower 
part of the sigmoid flexure. When the lower end of the gut was put 
on the stretch the growth could just be lifted out of the incision. 
An adhesion to the small intestine was separated; several swollen 
glands in the meso-colon were removed, and about four inches and a 
half of the gut was excised, about three inches of this being diseased. 
Both ends were then sewed into the wound, opposite and adjoining 
each other, the proximal end being above, the distal end below. 
The operator’s reason for not attempting anastomosis or dropping 
the distal end into the abdominal cavity was because from such pro¬ 
cedures in former cases he had had fatal results. In one case death 
occurred from peritonitis due, it seemed, to necrosis of the distal 
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end of the gut from want of blood supply. In a second case septic 
peritonitis set in on the eleventh day after resection, probably in 
consequence of perforation. Circular suture had been done. In a 
third case the growth, in spite of its apparent movability, was grown 
together with the duodenum, the wall of which was severed and 
sewn up again. This patient died on the second day after operation, 
probably from septic peritonitis. There had been no unfavorable 
reaction after the operation in the present case. As yet there was no 
evidence of recurrence, the patient was doing well, but wished the 
continuity of the canal restored because of some inconvenience in 
case of diarrhoea. Dr. Lange expected to meet with some difficulty 
in restoring the continuity of the gut, owing especially to the fact 
that some adhesions must exist between the two ends where they lay 
parallel to each other and in juxtaposition. He did not believe, 
however, that the operation would involve great danger to life. 

Dr. Robert Abbe remarked, concerning Dr. Lange’s case, that 
he saw no reason why lateral anastomosis might not be performed in 
such cases ; the parts were freely movable and would permit of an 
overlapping of four inches, so that there would be no danger of 
obstruction. It added little to the duration of the operation,—at 
most thirty minutes after resection. It seemed to him a safe and 
preferable method unless the patient were in a very exhausted state. 

Dr. B. F. Curtis inquired of Dr. Lange and the members 
whether they had had any experience with packing around the wound 
and point of suture with iodoform gauze. He had himself tried the 
method in one case, but unfortunately the patient died thirty-six 
hours after the operation, of uraemia due to the etherization. The 
autopsy showed that the suturing was perfectly tight, the gauze in 
place, and that it had done no harm by pressure on the intestine or 
interfering with the passage of feces. The method seemed to him 
especially desirable in suturing the large intestine where it was usually 
difficult to get peritoneal covering for both ends of the gut in the 
entire circumference. 

Dr. Lange said, regarding lateral anastomosis, that he doubted 
whether the distal end of the gut in this case was sufficiently long and 
mobile to permit of its being easily done. In restoring the continuity 
of the gut he thought that circular suture of the mucosa could first be 
made without opening the peritoneum, and thus a possible source of 
infection be shut off before proceeding further. Then the abdomen 
could be opened and a decision reached whether lateral anastomosis 
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or other procedure should be adopted. He did not think it could be 
said at once that in these cases lateral anastomosis was the only thing 
which ought to be done. He believed that if circular suture were 
feasible it would be the simplest and safest. After operating he would 
keep the patient on an absolute fluid diet for about fourteen days. 

Replying to Dr. Curtis’ inquiry, he said he had several times on 
the stomach packed around the line of suture, and had found it a 
useful method in preventing infection. 


ILEUS FROM TWIST OF BOWEL CAUSED BY AXIAL ROTA¬ 
TION OF A MESENTERIC TUMOR : LAPAROTOMY : 

RECOVERY. 

Dr. Charles Iv. Briddon presented a patient, a female, aged 
fifteen years, who had been admitted to the Presbyterian Hospital, 
October 17, 1892, with symptoms of ileus Until within four days 
before admission she had enjoyed good health. She was then sud¬ 
denly seized with violent abdominal pain and vomiting, both of 
which symptoms had persisted up to the time of admission, vomitus 
being of a dark greenish color. The bowels, previously regular, had 
not moved in seven days. 

On admission, temp. roo° ; pulse 102; resp. 24; urine negative ; 
patient well nourished, not anannic; abdomen tympanitic, and 
moderately distended ; sensitive on pressure. 

She was etherized, inverted, and an attempt was made to fill the 
colon with fluid, which was only partly successful, and during this 
treatment moderate abdominal massage was made in the direction of 
the intestinal peristalsis, but it was of no avail. 

October 18th, 2.30 p. m. Operation. Ether narcosis. Abdo¬ 
men only moderately distended ; dullness on the right side in the 
region of the kidney ; palpation detected a mass that certainly resem¬ 
bled that organ. An incision six inches long was made along the 
external border of the right rectus muscle; a small opening in the 
peritoneum gave exit to a few ounces of clear, brownish-colored 
serum ; on enlarging the opening, a large coil of moderately dilated 
small intestine presented, which was of a dark purplish maroon color, 
and on separating this from other coils, a bright yellow tumor came 
into view, measuring about nine inches in circumference. On 
delivering this through the abdominal wound it was found to be a 
sessile lipoma growing in the mesentery, and encroaching on the 
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attached surface of the bowels for a distance of about three-quarters of 
an inch, there was a twist in the mesentery that appeared to have 
been caused bv axial rotation of the mass. The capsule was divided 
and the tumor shelled out with facility; only one small artery 
required to be tied. The opening was closed with a continuous 
catgut suture, and the twist in the mesentery was unfolded. There 
was no difficulty in restoring the intestines to the abdominal cavity 
which was closed by silkworm gut sutures. 

In the first twenty-four hours following the operation, the patient 
had four movements from the bowels. Recovery was uninterrupted, 
the abdominal wound healing by first intention. 

The President, Dr. Gerster, remarked that he had seen the 
autopsy in a similar case in which no operation had been undertaken, 
and the patient died. In this case a tumor of the mesentery was 
present which had caused rotation of the intestine on its axis and 
fatal obstruction. He had had in his own practice a case of sarcoma of 
the mesentery as large as the head of a child, the overlying mesentery 
being greatly thickened and its vessels enormously dilated, the intes¬ 
tine thrust forward and downward, and its circulation apparently 
interfered with to such an extent as to have caused bloody stools 
which were noted in the history. The diagnosis of tumor of the mes¬ 
entery was made, and led to an exploratory incision, but it was not 
considered advisable to go on and remove the tumor because the 
patient stood the anaesthesia poorly, her pulse especially evidencing 
cardiac debility, mesenteric vessels were greatly dilated, and unless 
the tumor were simply shelled out it would have been necessary to 
excise the entire transverse colon. A procedure which it was not be¬ 
lieved the patient could survive. Simple enucleation would probably 
have been followed by thrombosis, an accident which he had seen cause 
death in two cases after stripping up the adherent peritoneum in large 
tumors of the kidney. His patient was living a year and a half after 
the exploratory incision. 


PROSTATECTOMY BY SUPRA-PUBIC INCISION. 

Dr. Chari.es K. Briddon presented a patient, a man, aged 67 
years, who had been admitted to his service in the Presbyterian Hos¬ 
pital, October 6, 1892. Six weeks betore admission he had begun to 
suffer from frequent micturition. At first there had been little pain, 
but two weeks before he had chills followed by fever, pain, and reten¬ 
tion which was relieved by catheter. From that time he has not been able 
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to empty his bladder without aid. When admitted ineffectual attempts 
were made to pass a catheter. His bladder was distended up to a 
point midway between the pubis, and umbilicus. His general con¬ 
dition was very bad, he having had several rigors and his temperature 
being then 104° F. Immediate supra-pubic cystotomy was done. 

After the evacuation of a large amount of urine, examination of 
the interior of the bladder revealed, a small, but prominent middle 
lobe, which with a fold of mucous membrane which passed off from 
its apex, on either side, towards the periphery of the lateral lobes, 
formed a valve that lay up against the internal meatus, forming a 
pretty effectual barrier to the exit of urine. This was drawn upwards 
by forceps, divided to the extent of three-quarters of an inch on 
either side, removing a cuneiform wedge ; the hemorrhage was free, 
but not formidable, and was controlled by a tampon. 

During the second week, dilation with large sounds was begun, 
at the present date, his general condition is excellent, there is a fistu¬ 
lous opening above the pubis which is rapidly closing, but through 
which a certain amount of urine escapes. 

Pathologist Dr. John S. Thacher reports, “ middle lobe of 
prostate, size of ungual phalanx. Mic. ex. shows the tissues in a state 
inflammation, and nodules of dense connective tissue.” 

Dr. B. expressed the belief that after the supra-pubic opening should 
have closed there would no longer be incontinence, although it must 
be admitted that the prostatic hypertrophy had been both concentric 
and excentric or lateral, a condition which is sometimes associated 
with opening out of the prostatic urethra, and incontinence. He 
added that on several occasions he had performed cystotomy immedi¬ 
ately after a rigor with high temperature, supposed to be indicative of 
urethral fever, the operation being followed by a cessation of these 
symptoms. 


MENTAL SYMPTOMS FOLLOWING UPON THE USE OF 
CONTINUOUS SUPRA-PUBIC DRAINAGE 
OF THE BLADDER. 

Dr. John A. Wyeth asked the members whether they had observed 
any cases of supra-pubic cystotomy with continuous drainage in which 
after six or eight weeks the patients—old persons—had shown signs of 
cerebral softening. He had had two patients succumb to that condi¬ 
tion after the sixth or eighth week from the operation, the traumatic 
effects of the operation having long before subsided. He had a third 
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patient under observation at present, the operation having been per¬ 
formed ten days ago, and attended by very little rise of temperature, 
perfect drainage, urine about sixty ounces a day, no infiltration, no 
sepsis, yet the patient showed signs of delirium. In the two fatal cases 
no autopsy was made but there was no reason to suspect uraemia as the 
cause of the symptoms, for the urinary excretion was liberal enough, 
and there were no convulsive movements nor coma. 

Dr. Lance had one patient die of delirium on the tenth day 
after supra-pubic cystotomy, on whom he had operated for the third 
time for stone in the bladder. At the first operation the middle lobe 
of the prostate had also been partially removed, but the patient had 
to continue to use the catheter, as he had done for years before, the 
only gain being that the instrument could be inserted with more ease. 
During convalescence from this first operation, he suffered from 
mental aberration and morbid excitement, probably in consequence, 
as was then assumed, of iodoform poisoning. 

Before the last operation, about 6 years later, in the beginning of 
this month, he had suffered most intensely from dysuria. About 
every 20 to 45 minutes he used to bore his catheter into his bladder. 
He had evident false passages and a very bad state of the urine. He was 
kept in bed for about five days before the operation and an emulsion 
of iodoform was injected twice a day after washing the bladder, 
with good effect on the quality of the urine, 'file patient was how¬ 
ever, in a state of great excitement, and believed he would surely die 
after the operation. Already on the day before the operation was 
done, he spoke and acted queerly, having a slight elevation of tem¬ 
perature. He was seventy years old and subject to a chronic catarrh 
of the lungs, but there was no positive evidence of any serious affection 
of the kidneys. Chloroform was not well borne and ether had to be 
resorted to. The operation was quickly done and finished in about 
20 minutes. Three stones of the size of cherries were removed. 

The patient right after the operation became delirious and mani¬ 
fested an exacerbation of his diffuse bronchial catarrh, undoubtedly 
due to the ether. His urine improved very soon, but he never 
regained entire consciousness and got no rest day and night 
except for short periods after having taken hyoscyamine and 
chloralamide. His temperatures were moderate. At last, with the 
development of hypostatic symptoms in the lungs, they rose. He 
mostly refused nourishment and did not retain rectal enemata. 

His respiration was very exceptionally hurried and noisy. About 
every five minutes it would stop entirely and the patient would 
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apparently fall asleep, to awake at the next minute again in a state of 
great excitement. He literally worried himself to death through his 
incessant muscular efforts and finally died with oedema of the lungs. 
It is difficult to say what the cause of his mental disorder had been. 
Perhaps iodoform, which from ulcerated surfaces of the bladder 
might have been absorbed, and the opening of one false passage could 
be distinctly felt in that deep funnel, which is formed by the 
enormously hypertrophied prostate. The influence of ether upon the 
development of the bronchial catarrh in spite of the short narcosis 
was quite evident. 

Dr. Wyeth said a moderate amount of iodoform packing was used 
in one of his cases, but the cerebral symptoms appeared long after dis¬ 
continuance of the iodoform. 

Dr. Briddon said his patient had had some delirium several days 
after the operation, but it was doubted whether he was quite sane 
when he entered the Hospital. A tamponade of iodoform gauze was 
placed at the vesical opening of the urethra, but he believed the 
delirium was due to the temperature, the operation, and the man’s age. 

Dr. Willy Meyer had three patients whose bladders were drained 
by an apparatus through the supra-pubic opening. One fifty-six years 
old had submitted to supra-pubic cystotomy over three years ago for the 
resection of the median lobe of the prostate ; another forty-eight 
years old two years ago had had an extirpation of cancer of the 
bladder and the third seventy-two years old over one year ago was 
operated upon for hypertrophy of the bladder and calculus. None 
had suffered from delirium and all were satisfied with the result. He 
believed that when peculiar mental symptoms arose after supra-pubic 
cystotomy they were sometimes due to iodoform. 

NEPHRECTOMY FOR HYDRONEPHROSIS. 

Dr. Willy Meyer presented ahoy whom he first saw in September 
of this year when he was twenty-three months old. The mother then 
told him that five months previously she had noticed a swelling in the 
left side of his abdomen, and that during the last two months he had 
passed his water much oftener than before, from ten to twenty times a 
day. He had never passed blood. His weight had diminished. Dr. 
Meyer found an enlargement in the left side of the abdomen, extend¬ 
ing from the left lumbar region to beyond the median line and down 
to the symphysis. The feeling was that of semi-fluctuation, but the 
little patient’s fright and resistance did not permit of a thorough 
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examination until an anEesthetic could be given on another day. 
Differential diagnosis had to be made between cyst of the spleen, 
hydronephrosis, hydatid (echinococcus) or sarcoma, probably cystic, 
of the kidney. The colon, inflated, lay to the inner side of the tumor. 
Some fluid which was withdrawn from the tumor was perfectly clear and 
contained traces of urea; its specific gravity was 1.005, while that of 
the contents of the bladder obtained by catheter, was 1.020. There 
was, therefore, another working kidney. The frequency of urination 
seemed due to the fact that the fluid from the tumor was emptied from 
time to time into the bladder in small portions. Nephrectomy was 
decided upon and an incision eight inches long parallel to the twelfth rib 
down to the tumor was made. A quart and a half of fluid was withdrawn 
from the cyst which was then shelled out of its bed. This procedure 
was not very difficult, but would probably have been easier had some 
of the fluid been left. Adhesions extended up to the diaphragm. A 
small tear in the peritoneum was at once dosed by a few interrupted 
catgut-sutures. The wound of the abdominal parietes was closed by 
buried sutures; the rest loosely packed with iodoform-gauze. The 
diapers were wet next day, showing that the remaining kidney was 
doing its duty. Uninterrupted recovery. Rapid gain in flesh. The 
specimen presented showed considerable of the secreting tissue of the 
kidney which made it unlikely that simple repeated tapping or incision 
and drainage would have cured the case. The cause of the hydro¬ 
nephrosis seemed to have been the unusual insertion of the ureter into 
the pelvis of the kidney, which was at an acute angle. The 
hydronephrosis probably was in its beginning congenital but small. 
The more the pelvis was expanded, the more the thinner half of the 
pelvis-orifice of the ureter acted as a valve, the more also was its upper 
portion compressed. The caliber of the ureter was not explored, but 
there had been no history of calculus or other cause of possible 
stricture or occlusion. 


NEPHRECTOMY FOR SARCOMA OF THE KIDNEY OF 
ENORMOUS SIZE. 

Dr. Robert Abbk presented a sarcomatous tumor of the kidney 
removed that afternoon from a child a year and two weeks old, the 
weight of the child being fifteen pounds after operation, and that of 
the tumor seven pounds and a half. The patient was doing well. 1 

1 One week later the child had a normal temperature and was in perfect con¬ 
valescence. 
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The mother said the child had been healthy until seven weeks ago, 
when she first noticed an enlargement in the abdomen. The tumor, 
therefore, had grown very rapidly. A lateral incision was made; 
extending from the lumbar region to the median line, and the growth 
was carefully removed. The tumor was attached by a sort of double 
pedicle—one a slim vascular one—and below that a very elongated, 
apparently normal kidney, attached by its tip to the tumor, on the 
surface of which it was slightly spread out. This long thin kidney 
was two fingers broad and five inches long. From its centre came 
the normal pelvis and ureter. More than an inch and a half of what 
seemed normal kidney was left attached to the tumor and the rest was 
cut away. The vascular pedicle was then tied with silk. The cut 
end of the kidney was sutured so as to almost close the capsule over 
it and it was dropped back into place. A small tamponnade of iodo¬ 
form gauze was laid in its place, and the abdomen was closed with 
silk worm gut. Little hemorrhage was encountered except when one 
large vein was torn, and this was quickly closed so that altogether not 
more than two ounces of blood were lost. The Trendelenburg 
posture was of inestimable value, and aided much in making the 
operation comparatively bloodless. 

Dr. Abbe showed two photographs of a child whose case he 
reported eight months ago as one in which he had removed a sarcoma 
of the kidney, weighing two pounds and a half, the child being two 
years and a half old. In that instance not more than half an ounce 
of blood was lost. When examined yesterday the child was well, 
and there was no evidence of recurrence. 

Dr. B. F. Curtis then read the paper of the evening, entitled 
Removal of a Tumor of the Brain ; recovery. See page 127 



